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m e t h o d s  AND STANDARDS FOR ESTABLISHING PAYMENT RATES, OTHER TYPEOF CARE -
BASIS FOR REIMBURSEMENT 

01I13/04 	 SpecialRehabilitationServicesandNon-emergencyTransportationServicesProvided by Local 
Education Agencies 
Reimbursementfor each service willbe based on the costincurred by the local education agency (LEA) in 
providing a 15-minute unitof that service. The cost shall be determined annuallyby using the uniform cost 
calculation methodology establishedby the Department and may include the cost ofpractitioners,materials 
and supplies necessaryto provide the service,and indirect costs. The value of educational resources will be 
specifically excluded fromthe cost determination. All costs mustbe documented, basedon the previousfiscal 
year's costs and inflated to the midpoint of thecurrent fiscal year, using the most recentlypublished Medical 
Economic Index availableto the Department. 
In the eventthat no historicalcosts exist for a specific practitioner,the LEA shall estimate the cost of providing 
the service for the current year, based on the calculation using an inflation rateof 0% for Row CI N. 
Following the completionof a school year, a revised cost calculation form must be submittedto the Department 
using actual costs. Rateswill be adjusted in the eventof any overstatement of costs. 
LEA-specific costs of providing an individual service, other thanthose for non-emergencytransportation,shall 
be determined for each service, using the following calculation: 

A. 
B. 
C. 


D. 
E. 

F. 

G. 
H. 
I. 
J. 
K. 
L. 
M. 
N. 
0. 
P. 
-Q. 
-R. 

Total full time equivalentsprovidingthis service. 
Total annual hours service providers were requiredto work 
Total annual hours service providers workedon the provisionof service, including 
prep/followup and face-to-face time 
Percent of hours providing this service (quotientof C divided by B) 
Percent of hours service providers workedon the face-to-face provisionof this 
service 
Total annual hours service providers worked on the faceto face provisionof this 
direct service. product of C and E) 
Total amountof salaries and benefitspaid to relevant service providers 
Total amount of salaries and benefits relatedto this service (productof D and G) 
Cost of non-salary expenses attributableto the provisionof this service 
Total direct cost of providing service (sumof kd-6H. and 0 
Indirect cost rate 
Indirect cost of providing service (productof l=l-aw# J and K) 
Last year'stotal cost of providing service (sumof I4-a" J and L) 
Inflationary adjustment rate 
Inflationary cost (productof La" M andN.) 
Total current cost (sum of4GwJ-M M and 0) . .

of P dividedbv F)Hourly cost of providing this service (quotient 

Cost per 15 minutebilling unit (quotientof QQ divided by4) 


YO 


010 

Total hours providing a service reportedin row C above must include the sumof face-to-face time asdefined in 
Code H.3.b., as well as preparatoryand follow-up timeas defined in Code H.3M of the Illinois Guide for 
School-Based Health Services Administrative Claiming.-7 
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State ILLINOIS 
METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES, OTHER TYPEOF CARE -
BASIS FOR REIMBURSEMENT 

Direct face-to-face percentage necessary for billable time (rowE) shall be an annual determinationbased on 
the state-wide average ofthe most recently available quarterof time study data from the Illinois Guide for 
School-based Health Services Administrative Claimingand shall equal the practitioners total time reported 
under faceto face time (time study Code H.3.lbNdivided bv thetotal time reported underpractitioners total 
hours worked on the provision of this service (sumof time study Code H.3.fal and time study Code H.3.lb)). 
Billable units for nursing servicesmay be billed in 5 minute incrementsand will be equal to the cost as 
determined bv the methodology described abovedivided bv three. 
Costs of providing allowable group services shallbe based on the individual calculation above,multiplied by the 
Medicare Relative Value Unit scale for calendaryear 2002. 

Special Non-emergency Transportation Services Provided by a Local EducationAgency 
Reimbursement will bebased on the cost incurredby the LEAto transport a disabledchild to and from a 
source of medical service. All costs must be documented, basedon the previous fiscal year's documented 
costs. 
Individualround trip costs shall be equal to the total reported special education transportationcosts, as 
reported tothe Illinois State Boardof Education (ISBE) in the Annual Claim for Pupil Transportation 
Reimbursement (ISBE Form 50-23). Using this form, as updated by the ISBE, allowable transportation 
costs shall equal total reportedspecial education transportationcosts reportedon line 23C,divided by the total 
number of special education students reported online 9, divided the number of days in the LEA'S schoolyear. 
Only qualifying transportation trips maybe billed to the Department. 

Qualifying transportation trips means the provisionof transportation where eachof the following conditions are 
met: 
A. 	 Special transportation is necessary for the child's medical condition and is documented in the child's 

Individual Education Plan, 
6. 	 A non-transportation medical service that requires special transportation is provided on the day of the 

transportation, and 
C. 	 TheLEAprovidesspecialaccommodations in providing the transportation service, beyond what is 

otherwise providedto all students in routine transportation. 
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